Introduction
============

Home-based nursing care is relatively easy to access in Norway compared to other European countries, and the threshold for applying for assistance is low.[@b1-jmdh-11-099] During the last 10--15 years, the employment level has been high, and the workforce has increasingly included female workers. The Nordic welfare-political model ranks institutional care as the gold standard for elderly care. As the other Nordic countries started to reduce the number of beds in traditional long-term care facilities in the 1990s, Norway continued to expand.[@b2-jmdh-11-099] The Norwegian government has claimed that older adults have a legal right to access a bed in long-term care facilities or a similar nursing care home designed for 24-hour coverage. However, this is an ambition that will demand too many economical resources and available carers.[@b3-jmdh-11-099] An ongoing discussion is whether institutional care benefits the majority of older adults, or if they would be better-off in their own homes.[@b4-jmdh-11-099] In Norway, the public spending on long-term care (health and social components) is 2.4% of gross domestic product.[@b5-jmdh-11-099] The communities organize the following home care services: nursing and other health services (40%), practical help (20%), training (30%), and personal assistance (10%).[@b6-jmdh-11-099] The receivers only pay a low share according to their pensions. The allocation of home services should therefore be distributed based on the discretion of family and health care providers in order to reduce potential harms for the older adults. Taking care of a frail, older adult may cause challenges for both their next of kin and the health services.[@b7-jmdh-11-099] Assessing cognitive deficits is more complicated than testing physical condition.[@b8-jmdh-11-099] Both nationally and internationally, there is a strong faith in "innovation" and "smart house technology". However, for people with dementia, many modern technologies make it difficult to cope with daily life. Telecare can be both a help and a hindrance. One has to consider a person's need for it, as well as ethical issues in each case.[@b9-jmdh-11-099]

The aim of the present study was to analyze conditions that enable frail older adults to live in their own homes, to explore how home care services provided care for those who wished to stay in their own homes, and the next of kin's experiences with home care services. The main research question posed was which challenges municipalities and next of kin experience in caregiving of frail older adults.

Methods and materials
=====================

Both quantitative and qualitative methods were used in the study.

The municipalities that were included were selected on the basis of the following principles: geographic spread and distribution between institution and housing care. An invitation letter was mailed to the health care administration of 40 municipalities, of which 30 were approved to participate.[@b4-jmdh-11-099] This study included eight of these municipalities which reflected the whole sample. The concern was the health status of the older adults and the interaction between the home care nurse and next of kin. The leader of the home care apartments selected nurses involved in daily care of the older adults. The nurses contacted those who were defined by the staff and the next of kin to be on the borderline between home care or institutional care. The authors received contact information of the actual nurses. The different municipalities were visited, and they went through each of the assessments together with the actual nurse, ensuring that all definitions and variables were understood correctly according to the questions.

The authors had to depend on the home care leaders' judgment about the selection of our target group. In the main study, 56 older adults were included. Fifteen more adults were from two of our catchment areas during early fall 2016. The leaders stated that they had no more-risk older adults. The saturation point was reached.

The next of kin were asked to participate in an interview with one of the researchers. Those who agreed signed with their name and telephone number on a separate informed consent. The administration in the actual municipalities obtained contact information for actual leaders of nursing homes and home-based nursing care.

The research protocol was approved by the Regional Committees for Medical and Health Research Ethics (reference number: 2015/1925 B). Ethical consideration was according to national regulations. The older adult and the next of kin signed a written informed consent. The project was rooted in the national organization of the municipalities. The nurses and the researchers were aware of their responsibilities according to ethical guidelines.

All interviews were conducted in Norwegian and the responses were translated to English by the authors, with the assistance of a professional editor.

Quantitative data
-----------------

The quantitative part of the study considered assessments of caring needs for 71 older adults (age ≥ 80 years) with comprehensive disabilities. The nurses assessed care burden stress on relatives when they experienced one of the following expressions: the caregiver was unable to continue care, the caregiver experienced insufficient support, or the caregiver expressed unease. Despair and concern about whether the older adult would be better-off living in another environment were coded as a positive response.[@b10-jmdh-11-099]

The data were collected by the assessment tool Resident Assessment Instrument (RAI) for Home Care (RAI-HC, interRAI version 2.0). The RAI instrument has been translated and back-translated, with good content and face validity and interobserver reliability.[@b1-jmdh-11-099] The instrument includes \>300 items derived from the literature. The items evaluate various factors (sociodemographic background, functional status, cognitive abilities, morbidity, symptoms, social contacts, communication, and formal and informal help) and the utilization of services and treatments.

The different variables of the RAI-HC are expressed in an algorithm that characterizes care burden: Methods for Assigning Priority Levels (Maple). The Maple algorithm includes cognitive functioning, activity of daily living (ADL), instrumental activity (IADL), stays in institutions during the last week, states of confusion, behavioral problems, falls, and overall decline in general condition.[@b11-jmdh-11-099] Other variables are fecal incontinence (less than once over the last 3 days), weight loss of ≥5% in the last 30 days or ≥10% in the last 180 days, and body mass index. The selection of variables was based on theoretical considerations and experiences in other publications using interRAI for home care assessment. Current health status was assessed using several scales generated in the analysis tool RAIsoft. Changes in health status, illness, and symptoms were determined by the Changes in Health, End-stage disease and Symptoms and Signs (CHESS) scale.[@b12-jmdh-11-099] The depression rating scale (DRS) was used as a marker of depression.[@b13-jmdh-11-099] For assessment of cognitive function, the cognitive performance scale (CPS2) is a 7-point scale composed of memory, communication skills, ability to manage own medications, and ability to manage personal finances; a score of ≥4 indicates moderate to severe cognitive impairment.[@b14-jmdh-11-099]

Descriptive statistics and statistical analyses were performed using SPSS software version 23. Health status was assessed statistically using uni- and bivariate methods. Chi-square analysis was used to test characteristics and clinical features associated with dichotomous variables. Algorithm was generated in the analysis tool RAI software ([www.raisoft.fi](http://www.raisoft.fi)). The data were collected in 2015/2016 (N=71).

Qualitative data
----------------

Semistructured interviews were conducted in order to obtain information from the next of kin. The intention was to add important information about their situation, focusing on care-burden stress and factors that are important for delaying a permanent nursing home admission. The main concern was to understand the health policies in the different municipalities and how services were provided. Eight leaders of nursing homes and seven leaders of home-based nursing care participated.

The interview guide for the next of kin (N=26) was based on experiences from interRAI and was designed to add important information about their situation, focusing on care-burden stress.

Qualitative descriptive study like this has value in presenting and treating research factors such as living entities that resist simple classification.[@b15-jmdh-11-099] The present study intended to reveal what types of living the municipalities offered the frail older adults and to what degree the quality and content of care was tailored to the patients' physical and psychosocial needs. Focus was on the following main topics: 1) practice and the main reasons for admission to nursing homes, 2) the extent of formal and informal support before admission, 3) the levels of cognitive and clinical functioning, and 4) efforts required to ensure living at home and to prevent institutionalization. The interviews were carried out by telephone. The interviewers made notes during the interview and transcribed the full text immediately. In the process of data analyses, the experiences of relatives were categorized as supplement to the structured questions. A descriptive qualitative design was used to interpret and discuss the data.[@b16-jmdh-11-099] First, the authors read and re-read the interviews several times in order to grasp the meaning of the material as a whole. In the second phase, the interviews were re-read closely with the purpose of the study in mind, and the text was divided into meaningful units. The units were studied and compared in order to discover similarities and differences between the informants' experiences, as well as essential aspects of next of kin and caregiver experiences.

Results
=======

Quantitative results
--------------------

The average age of the 71 participants was 87.0 years, of those 68% were female. The patient characteristics are reported in [Table 1](#t1-jmdh-11-099){ref-type="table"}.

Approximately 60% of the older adults lived alone and 40% with their spouses in their homes. The whole group was characterized by clinically complex diagnosis and reduced physical functioning; yet, roughly half of them had relatively stable health conditions due to adequate medication. The care complexity was relatively high. The risk of undernutrition was higher, followed by obesity. Most of the older adults were satisfied with their medical treatment for pain. Approximately 20% preferred revolving short-term stays and 30% had stays that were more sporadic. In this sample, 79% were at risk of permanent nursing home admission, and half of them were in need of a high or very high level of care ([Table 1](#t1-jmdh-11-099){ref-type="table"}).

The amount of formal support is described in [Table 2](#t2-jmdh-11-099){ref-type="table"}.

Home care housing mainly consists of cleaning the house and other kinds of housework provided 1.5 hours every third week by the municipality or a private agency. On average, they received 9 hours of home-based nursing care every week. Approximately half of them used a day center 2 days a week.

The main caregivers were children or children-in-law. Six of the older adults had a child moving in with them the last 6 months. The family caregivers helped with IADL functioning. On average, they had used 4.7 hours of caring during the last 3 days ([Table 3](#t3-jmdh-11-099){ref-type="table"}).

Qualitative results
-------------------

Leaders in the municipalities emphasized that home-based care was provided in order to enable the older adults to continue to live in their homes. To what extent this approach is successful often depends on resources on both structural and individual levels. The leaders highlighted that a caring culture consisting of collaboration, user participation, and self-efficacy is important. Three factors at the individual level were particularly important to maintain living at home: family, network, and lease of life. Leaders emphasized that married couples could live longer in their own homes if one or both spouses had a certain level of functioning or were able to compensate for each other's weaknesses. If some of these factors fail, they said that a situation would arise in which nursing home placement may be needed. Persons admitted to nursing homes are usually frail and in great need of care.

Regarding preventive health services in order to maintain a certain level of self-care and user cooperation, some of the municipalities offered training facilities and social activities at day-care centers. In such establishments, volunteers initiate these activities and prepare meals that the older adults can buy and eat in a social setting.

Overall, the participants assumed that it was better for the older adults to have the opportunity to stay in their homes as long as possible. However, this requires well-developed and organized home care services and multidisciplinary competence. They also claimed that most people who were in need of assistance were identified by the services. However, in some cases, home care professionals should empower the older adults to apply for extended services. Leaders indicated that the amount of home care an older adult can receive is almost unlimited. A variety of services are commonly offered before admission, including short-term stays in nursing homes and extensive home care services. Leaders reported that successful allocation of older adults depends on a good balance between economy, quality, and cooperation between various organizational units.

### Factors that require long-term care facilities

Most nursing home residents had a huge need for assistance before admission. Interviews with leaders revealed that home-dwelling residents often had significant and complex issues and that those permanently placed in nursing homes were in great need of care and unable to take care of themselves, despite extensive nursing care support. Frequent causes of hospitalization were different kinds of impairments due to falls, cognitive deficits, and impaired ADL. Emergencies often occurred, such as a spouse who became ill or had an accident and was unable to take care of the home situation. Residential care was mainly offered for the same reasons as the nursing home. These older adults had less need for assistance, but they needed to feel safe in their residence.

### Care burden

The health situations of relatives other than spouses were also important. Their resources and motivation to provide care seemed to be crucial for how long older adults with heavy care burden could stay at home. In some cases, short-term stay in nursing homes was a solution. One spouse said: "I am very pleased to combine alteration of stays. This gives me freedom and allows me to rest."

Relatives were generally satisfied with the home care services. They indicated that disabled older adults have access to the special equipment they need; they felt that the older adults had a good life in their own homes even though they spent much time alone. They were concerned that an acute change might occur, even though all in need of a safety alarm had received one from the health care service. Furthermore, some respondents emphasized that next of kin were the only persons who had an overview of the older adult's total situation. They expressed that many different actors from the home care services were involved in daily care of their loved ones and that none of them had a complete overview of the situation. The relatives expressed that it felt like a burden to constantly deal with all the various people who "invaded" their home, even into the most private of all spaces, the bedrooms, and bathrooms. The spouses emphasized that the patient was the center of the home services' benefits and that they had to be statists in the background putting everything in order. The relatives underlined that several of the nurses had no information about the actual situation. Many families found this difficult and challenging. Several relatives expressed the desire for one responsible nurse or smaller teams of persons who knew the older adult. One daughter expressed: "Everything happens so fast. The nurse helps mother into the bathroom, runs to the kitchen to prepare a meal, then back to the bathroom to accompany mother to the dining table. There is no time to chat. When I asked if she would return the following day, she did not know because the schedules with working lists were not announced until the next morning."

Many nurses were part-time workers, and several did not speak proper Norwegian. This made cooperation challenging and the relatives felt insecure.

Several of the older adults had appointments with different kinds of health specialists. This was not always coordinated with the home care services. Relatives expressed that they would like to receive a weekly schedule including information about the home carers, name and phone number, appointments, and a brief description of the individual's specific tasks. They said that if the services were well prepared and performed, there would probably be less need for homes with a higher level of care.

Relatives of patients who had primary and secondary contacts in the home care service expressed satisfaction. However, many spouses felt that they were homebound and expressed that they wished they could have a permanent visitor who could assist them, so that they could feel free to leave the house once in a while. "I am very fond of my spouse, but it feels like being at work 24 hours a day. My spouse is at home instead of staying in an institution. This means a lot to me, too. Good to be able to be helpful to my husband. \[Spouse respondent 1\]Being dependent is almost like having house arrest. I can hardly leave the house when my husband is at home. I can only be away for one hour before I have to return to assist him, eg, to the toilet. \[Spouse respondent 2\]"

### Cooperation and organization

The leaders described great variation in how care tasks were assessed and organized. Most of the municipalities had allocation offices that handle written or oral requests for care. The allocation offices ensured that investigations and assessments of user requirements were carried out, allowing them to offer appropriate services to the users. A leader stated that an external review concluded that they had a well-organized practice: "We try to see quality, economy, and capacity in context. As a municipality, we are responsible for an appropriate use of the available funds. I feel that we have a good balance of different interests and feel no need to change practice."

In some municipalities, all inquiries about care were directed toward leaders for home-based services, who ensured that they were handled and assessed by nurses in executive service. Sometimes, a short-stay nursing home was used to observe the current user over time in order to provide the appropriate help. This information could provide either a long-term place in a nursing home or more comprehensive home care services to enable the person to continue living at home. Some nursing homes had waiting lists, but if urgent situations occur, older adults with the most expressed needs would be prioritized.

The interviews pointed out that the municipalities searched for a unified practice, but they also required a certain level of discretion and urgent solutions. This made it almost impossible to establish unambiguous criteria in advance. Some informants argued that it is necessary to continue working on criteria that can make user needs more predictable for both health professionals and citizens. In municipalities where the nurses had the authority to make decisions, a second opinion was rarely needed. The nurses claimed that this model worked in practice and that those who needed help were identified. This required proximity and confidence building toward the potential users: "Confidence building in connection with applications for more and expanded assistance is important, particularly toward people who are reluctant to demand anything for themselves."

In several municipalities, arguments from managers and potential users often determined the allocation of nursing homes. Economic conditions were emphasized, and some leaders said that it is necessary to consider a nursing home bed if assistance in the home was more expensive. Nevertheless, exceptions were made when users and their families wanted change. If there was a need to change the level of care, then it was discussed in municipality meetings between the leaders of the services.

Leaders in the home care services expressed a desire for more continuity in monitoring the older adults, structures for health care prevention, and rehabilitation in ADL. In some of the municipalities, the primary contacts conduct annual interviews with users in which they map their health status, satisfaction with services, and needs for change.

Discussion
==========

This study contributes information that is essential to enable frail older adults to live longer in their own homes. The authors paid particular attention to how the home care services provide caregiving for older adults, as well as the next of kin's experiences with the home care services. Both are of crucial importance with respect to this kind of caregiving.

An important health policy ideology in Europe is that older adults should be enabled to live at home as long as possible and have the shortest possible stay in an institution before they die.[@b17-jmdh-11-099] In Norway, this has led to a situation in which the number of home care services have increased faster than competence building and quality assurance. However, the length of stays in acute hospitals has decreased. Approximately 50% end their lives in nursing homes.[@b18-jmdh-11-099]

The older adults' health care needs
-----------------------------------

In Norway, females live \~6 years longer than males[@b19-jmdh-11-099] and comprise \>70% of residents enrolled in long-term stays in institutions.[@b20-jmdh-11-099] In this study, male and female were about the same age. More females were able to care for their husbands, and few men lived alone. When females required 24/7 care, problems arose because they usually lived alone.

According to CHESS scores, two-thirds of the older adults in this study had unstable health conditions. They were vulnerable, and their situations might change abruptly if one of the spouses was admitted to the hospital or was unable to manage their ADL. When changes occur, problems that have been compensated for by a spouse may become evident because of a long-term interdependency in the couple. The "healthy" spouse's affections for the other spouse can lead to extending their own limits. This study showed that not only the older adult but also the spouse have to adjust to the home carers' routines. They felt that they had to be ready in the morning to receive the home care staff even though they occasionally wanted to sleep a little longer.

Symptoms and functional impairment that may require a nursing home include dementia, heart failure, respiratory failure, and chronic obstructive lung disease requiring a respirator. The same applies to various forms of cancers with medical treatment. Older adults usually find it difficult to manage medication, even though the home care services assist them.[@b21-jmdh-11-099] Inadequate nutrition is another serious challenge. Lack of sufficient meals is not an economic problem in Norway, but an issue related to quality of life.[@b22-jmdh-11-099] To prepare meals and eat alone rarely stimulates the appetite. Low body mass index and unintended weight loss are warning signs.[@b23-jmdh-11-099] In our cohort, the relatives were concerned about the home care service who had time to prepare food for the relatives, but not to assist during the meal. Several of the older adults were homebound; they received proper medical and nursing care, but were disabled to take part in social activities. In home care, unmet needs are mainly related to social activities.[@b24-jmdh-11-099] Loneliness and risk of depression may reduce the feelings of closeness and compassion. For older adults living alone, a lack of opportunities to express negative feelings and receive love is another challenge.[@b25-jmdh-11-099] Despite extensive home care and supervision from relatives, 30% of the older adults were alone \>8 hours a day. Their relatives were often concerned that adverse events might occur during these hours, in situations where the older adults were unable to call for help. This was related to the fact that roughly half of the samples in this study were unable to make a phone call.

Health professionals should be aware of signs of depression when planning interventions.

All these conditions enhance the need for help. If negative living conditions increase in complexity, the situation will be unmanageable in the long run, even with sufficient home care.

Next of kin's care and need for relief
--------------------------------------

This study supports that living together with a spouse/partner reduces the prevalence of loneliness across Europe.[@b26-jmdh-11-099],[@b27-jmdh-11-099] Further that next of kin were far more comfortable with assisting their relatives with IADLs than with personal care, such as urinary and fecal incontinence.[@b28-jmdh-11-099],[@b29-jmdh-11-099] Safety fire alarms should be available for patients at risk of falling,[@b30-jmdh-11-099] but this might create a false sense of security if the person is unable to use them. Therefore, the home care nurses should demonstrate to the older adult how to activate the alarm at least once a month. In this study, almost half of them required a facilitator or assistance using the telephone. One needs to keep in mind that those who have a problem using a mobile telephone most likely have difficulties using other kinds of equipment when an emergency occurs. Few of them used telecare due to frailty and high age. These findings, based on RAI-HC as well as on open-ended interviews with caregivers, are in accordance with other studies.[@b31-jmdh-11-099] A strong correlation was found between the relatives' signs of stress and their desire that the user received more extensive home care or a higher level of care as a resident. The relatives expressed lack of predictability. Our results support that the involvement and collaborative process between health professionals, older adults, and relatives has practical significance for health care services.[@b32-jmdh-11-099]

Holistic organization of health care services
---------------------------------------------

In the Nordic countries, the welfare model is universalistic. Home care is publicly financed and given independently of the patients' income.[@b33-jmdh-11-099] However, each municipality has to create the priorities for their own health budget. A long-term care bed is far more expensive than home care. Accordingly, health care prevention and rehabilitation activities should be implemented in home-based nursing care as fast as possible, in order to prevent accelerating disabilities and hospitalization as claimed by the government.

Municipalities with a low degree of coverage of long-term care facilities are expected to have a well-developed and well-functioning domestic service. However, this is not necessarily the case. It depends on how the services are organized and what kinds of aggregated demands they prioritize. National guidelines encourage the municipalities to aim toward users of care services being able to live a dignified life at home, alone, or with coping support as long as possible. The next of kin expressed that it was difficult for the oldest to get sufficient everyday rehabilitation in regular home care. A reviewed article described several types of rehabilitation, intervention task that could reduce the level of frailty among municipality-dwelling older adults. In general, they found that activity had a documented effect.[@b34-jmdh-11-099] A cross-sectional survey revealed that the level of competence among health care professionals was insufficient in the following areas: nursing measures, advanced procedures, and nursing documentation.[@b35-jmdh-11-099] A comprehensive geriatric assessment gives important data about the older adults' health conditions.[@b36-jmdh-11-099] However, this has to be compared with the health condition of the next of kin.

Today, housing solutions are adapted for use of new welfare technology within the private area. The politicians hope this could reduce the need of home care service. However, a devoted next of kin will remain important.

Strengths and limitations
-------------------------

The strengths of this study were that the home care nurses assessed older adults using the RAI instrument and asked for additional information if their experiences and written documentation were inadequate. Also, the relatives expressed their experiences with older adult's situation. A limitation of the study is the small sample in the quantitative study. Also, the older adults were not interviewed, but nurses and relatives have assessed their needs based on their knowledge. However, this might be seen as a strength, since a number of problems were revealed, based on the experiences from those who were closest to the burdens. Due to triangulation, this study has revealed the need for more research related to how social--political challenges and problems on an individual level might be addressed in the future.

Conclusion
==========

Care for older adults varies across municipalities in Norway. Next of kin are (or were) satisfied with the home care services. They give (or gave) extensive practical care for their relatives, when they are (or were) able to do so. However, this study highlights a number of remaining challenges related to both content and organization of home care services, as well as the care-burden stress among relatives. Technological equipment alone is not the solution; future research needs to examine this more closely to achieve the social political goals.
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###### 

Patient characteristics (N=71)

  Characteristics                                     n (%)
  --------------------------------------------------- --------------------
  Sociodemographic data                               
   Female                                             48 (67.6)
   Age: Mn (min--max) SD (years)                      87.3 (79--102) 4.9
   Females living alone                               34 (70.8)
   Male                                               23 (32.4)
   Age: Mn (min--max) SD (years)                      86.8 (79--97) 4.7
   Lived alone/total female                           34/48 (71)
   Lived alone/total male                             9/23 (39)
  Housing                                             
   Own dwelling                                       50 (70)
   Rented dwelling/municipality                       9 (13)
   Facilitated housing/shelter living                 12 (17)
  Care complexity                                     
   Home care service (nursing) \>4 years              24 (34)
   Hospitalization \<3 months ago                     22 (31)
   Nursing home short-term admission \<5 years        33 (47)
   Institutional risk                                 56 (79)
   Level of care (Maple) (scale 1--4) ≥3              36 (51)
  Unstable health condition, CHESS (scale 0--14) ≥1   47 (66)
  Pain (scale 0--4) ≥2                                23 (32)
  Body mass index                                     
   \<20.5 kg/m^2^                                     19 (27)
   \>30 kg/m^2^                                       11 (15)
  Unintended weight loss                              14 (20)
  Self-reported bad health                            29 (41)
  Able to use the telephone (scale 0--6) ≥1           32 (46)
  Feeling of loneliness                               20 (28)
  Alone \>8 hours during the day                      23 (32)
  Risk of depression (scale 0--14) ≥3                 14 (20)

**Abbreviations:** CHESS, Changes in Health, End-stage disease and Symptoms and Signs; max, maximum; min, minimum; Mn, mean; SD, standard deviation.

###### 

Formal support (N=71)

  Home care service              n (%)
  ------------------------------ ---------
  Nursing care daily             66 (93)
  Home care housing ≥1/14 days   43 (61)
  Day-center ≥1/7 days           23 (32)
  Meals on wheels, daily         15 (21)

###### 

Caregiver characteristics (N=71)

  --------------------------------------------------------------
  Characteristic                        Primary\    Secondary\
                                        n (%)       n (%)
  ------------------------------------- ----------- ------------
  Informal help                                     

   Children/children-in-law             1 (58)      50 (70)

   Spouse                               14 (20)     9 (13)

   Others                               12 (18)     12 (17)

   None                                 3 (4)       28 (39)

  Living with patient                               

   Yes \<6 months                       6 (9)       5 (7)

   Yes \>6 months                       14 (20)     2 (3)

   Task carried out with formal help    45 (63)     21 (30)

   IADL help                            19 (27)     11(15)

   ADL help                                         

  Caregiver stress                      16 (22.5)   Not asked

  Given care the last 3 days ≥1 hour    34 (49)     Not asked

  Better-off in a higher caring level               

   No                                   49 (69)     

   Yes, shelter living                  13 (18)     

   Yes, nursing home                    9 (13)      

  Strong and supportive family          55 (77)     
  --------------------------------------------------------------

**Abbreviations:** ADL, activity of daily living; IADL, instrumental activity.
